
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury VT 05671-2306
http://www.dail. vermont.gov
VoicelTTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 13,2011

Tracy Chellis, Administrator
Bayada Nurses, Inc
110 Kimball Avenue, Suite 250
So Burlington, VT 05403-6925

Provider ID #:477019

Dear Ms. Chellis:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint investigation
conducted on August 25, 2011 .

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Enclosure

Disability and Aging Services
Licensing and Protection
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Vocational Rehabilitation
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H 001 '

A review of the Documentation processes as
Required by the both Bayada Nurses and the
State of Vermont will take place with all Clinica
:Managers and Client Services Managers by
12/23/2011. .
,Topics to be reviewed include, use of the
:Coordination of Services Note to document client
;and family communications, documentation of
:client concerns and efforts made by staff to
resolve concerns and communications with
:physicians and external case managers.

,II H.732

I'H 732

i 7.3 When a home health ,agency identifies a
, need to discontinue or reduce services to a
, patien~ the home health agency Shall provide ~
: verbal notice, followed by a written notice, ,
I accessible to the patient "

. ! (a) If 'services will be reduced or discontinued,
: the home he.alth agency shall give,written notice
~as follows: .' ,
! .'

I
H 0011 Initial Comments
SS=A, ' "

; An '\Jnannoun~d on site investigation .was
, ,i conduct by the Division of L1~nsing and
: Protection on 08/17/11- and concluded on
j 08~25/11, The following are State Designation
: findings. '

i "
H 732, 7.3(a)(3) Discontinuation of Services' ,
S$=A: ' '

, !VII. DIscontinuation of Services '

I (3) Prior to discontinuing services for safety ,
i rea~ons tc! a patient or staff, the home health
I agency shall: notify the phy~iclan, if applicable, or
: the case manager; advise a patient ,that a. .
., discontinuation of services for safety reasons is
~being'considered; mal(e a serious effQrt to
I res'olve the problem(s) presente-d by ,the patient'
, : s behavior or,situation; ascertain that ,the

proposed discontinuation of sarv.ices to the:
: patient Is not due to tlte ,patient. s use of
necessary home health agency services; and
documenttheproblem(s) andefforts'ml;ide to

, resolve the problem{s) in the patient's clinical
: record,... . .

, ,

this REQUIREMENT is not met as evidenced
'by:

: Based on record review and intervi~w the Agen~,

Any potential discharges must be reviewed
by the office Director to ensure consistency with
the permissible reasons for discharge allowed
by the State of Vermont. ,The Division Director fOJ
all Bayada offices in Vermont must be informed
of all potential discharges for further review and

: problem solving of alternatives.

Implementation of the POCto be completed by
Nick McCardle, Division Director by 12/23/2011.

Ongoing monitoring of Documentation quality
to be ensured by Individual Office Directors,

fix aJ !2e/;-'~
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1:1732! Continued From page 1. ~ .
i,failed to resolve circumstances for the
; discontinued selVices f.or 1 applicable patient
, (Patient #1) Finding inc[l,Ide: . ,,'

: 1. Per review on 08/17/11 of the AgencY's
: discharge notice of 11/1211 P to Pati~nt #1" ther reasons.'specified ware not documented in the'. '.
: patienf.s cha~, The reason for ejjscontinuation
; was "unable to provide requested services
. 'outside your care plan .tJ:1atare'npt autho~ed by
: the Medicaid Waive~ Program .... lfari'lily}
: requested [specific,named] RN oot be ass~clated
I with the case, 'RN is the clinical manager for
, clinical oversight of all hourly services, thereby
'j ,making adequate oversight impossible". '
, Per review of the coordination of service nO,tes,
; cHent progress notes, as well as home health
I aide notes, there was no infonnation
: 'documented to verify what outside serVices were
I requeSted no~ if other clinical manager were able
to provide oversight , .
Per IntelView on 06/17/11 ~t1:15 'PM the regional: .
manager stated that family members were
. unhappy, asked the ~ides fo~ servIces. not care
planned and complained about the RN clinical ' .
, manager, not wanting that RN again. The . .
: regional manager was not su're jf "if this rose to a .
~complaint verse a concem" but 90iifinned ~ere
was "never a formal discharge process", '
" The client notes of'09/1 0/1 0 and 10/29/10 noted
; patient and family were "h$PPY With 'Services" &
. "thingsEire9reat'~. In addition, a
, Ho.memaker/companion note of 10/03/1 0 states •.
. please be advisel;l that (patie~t#1)has 82 hours
: every 2 weeks under medicaid Wavier, has some
: respite lef.t..please let me knolJlf how many hours,
',J cannot jeopardize (patient#1)'s benefit, ple,ase
:' call social worker to verify", There Wi!lS no .
I documentation if other nurses were available arid
visits tried or , if the social worKer was contacted
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H,,732~Continued From page 2

, regarding benefits and services. Per interView
: the Director conflrmed the reasons specifiec;f on
.. the discharge notice w~re not In the patient's'
, chart '
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